The Canada Health Act requires that provincial insurance plans provide universal coverage without copayments for all "medically necessary" services delivered by hospitals and doctors, but allows care delivered by other providers in other locations to fall outside of the boundaries of medicare. Discussion about the sustainability of medicare at both the national and provincial levels has called for the revisiting of these boundaries.
INTRODUCTION
or "out" of Medicare. This debate has largely been based on rhetoric rather than on evidence. To help clarify the debate, the M-THAC (Medicare to Home and Community) Research Unit and its research partners undertook a national survey of policy elites from key stakeholder groups. Discovering areas of agreement may enable us to identify where we are ready to move beyond discussion to action. Areas of controversy, in contrast, require ascertaining the rationale for the contending views and seeing whether consensus may then be reached.
This paper presents the views of 2,523 policy elites, from across Canada on what should be "in" and "out" of the publicly funded system. The paper starts with a brief description of the M-THAC survey, presents the views of the policy elites and concludes with a discussion on the potential policy implications of the findings.
M-THAC SURVEY: VIEWS ON THE BOUNDARIES OF MEDICARE
Using a non-experimental, crosssectional design, the self-administered questionnaire was constructed in consultation with our research partners. As well, the sample was developed with the assistance of our research partners who identified individuals who met the sampling criteria. A complete list of the organizations/associations that participated in the survey is in the acknowledgment section of this paper.
The questionnaire was distributed between January 2002 and April 2002 to policy elites from knowledgeable stakeholder groups involved in health policy discussions, either as providers or as businesses (who are often asked to pay the bills, both as taxpayers and as providers of employee benefits). We surveyed physicians (Canadian Medical Association, collaborating provincial medical associations and the Medical Reform Group), nurses (Canadian Nurses Association and collaborating provincial nurses' associations), hospital/health authorities (Canadian Healthcare Association and the Ontario Hospital Association), home care providers (Canadian Home Care Association), pharmacists (Canadian Pharmacists Association) and business (Conference Board of Canada, Canadian Federation of Independent Business and Ontario Chamber of Commerce). A complete list of who was included (by stakeholder group) is found in Appendix A. The policy elites include groups expected to be supportive (e.g., providers paid by the current system), plus those that are potentially suspicious of the government's role (e.g., business). The survey did not include the general public, because it was thought that too many questions were at a level of detail unlikely to be answerable by "lay persons" within the format of a mailed survey.
Timing of the questionnaire allowed the findings to be sent to the Romanow Commission and the Standing Senate Committee on Social Affairs, Science and Technology (the Kirby report).
The 12-page survey (available in English and French) included items about overall sustainability issues. This paper focuses on responses to a detailed question asking for views on coverage for a list of 48 potential services. We begin with the premise that there is no "right" answer, and that individuals may differ in their views about which costs should be "socialized." However, clarifying where consensus does or does not exist may assist in developing policies that can be implemented. We are employing the general framework of the "rational political model" (Wiktorowicz and Deber 1997) , which stresses the importance of facts (the extent to which particular policy options are likely to achieve particular policy goals), values (the extent to which particular stakeholders support the policy goals) and institutions (the importance of the stakeholders in the given policy process). This paper contributes information to the values matrix, clarifying support for funding particular services. Respondents were accordingly asked whether each potential service should be:
Universal -falling under the same terms as the Canada Health Act; no user fees to insured persons Partial coverage -public payment on a sliding scale only for those who cannot afford it, with others paying some or all of the cost, depending upon their incomes Subsidized -partial public payment on another, non-meanstested basis, such as capped payments with user fees allowed Not included -no public payment; those who want it and/or their insurers pay the full cost themselves
RESULTS
Currently, under the terms of the Canada Health Act (Government of Canada 1984) , all medically necessary services delivered in hospitals and by physicians are guaranteed universal coverage with no co-payment. In addition to these insured services, provinces and territories opt to publicly insure additional services (prescription drugs, home-based nursing, etc.) but are not required to do so.
Hospital-Based Services
Hospital services still represent the largest category of total health expenditures (at about 32%) (Canadian Institute for Health Information 2002) , but this share has fallen dramatically over the last 25 years. As Figure 1 demonstrates, there was overwhelming support across all groups for the continuation of full public payment for insured hospital services, which include: acute hospital care; palliative care in institutions; day surgery in hospitals; diagnostic services in hospitals; laboratory tests in hospitals; professional rehabilitation services in hospitals; in-patient pharmaceuticals.
We conclude that further debate on covering currently insured hospital-based services seems somewhat misplaced; all groups surveyed, including business, agreed that hospital services should continue to be "in" Medicare.
PHYSICIAN AND NON-PHYSICIAN PROVIDERS
Physician services are also guaranteed full coverage under the Canada Health Act, and currently, 99% of physician services are financed by the public sector. However, the views about public coverage for such insured medical services were more mixed than was the case for insured hospital services (see Figure 2 ). Several points are evident. First, the results revealed some support for allowing copayments by insured persons, along with strong opposition to this idea from others. There were differences between respondent groups (data not shown), with stronger support for universal coverage of services among the groups on the "reform" side of the political spectrum (including nurses, home care organizations, Medical Reform Group), as well as by groups that offer a particular service and would like to ensure public payment. Second, with the exception of physicians, most groups did not distinguish between physician and non-physician providers for such services as office visits to nurse practitioners, telephone-based advice from non-physicians and midwifery.
When considering health reform, it is worth noting that services provided by non-physician providers in hospitals (e.g., nurses) are generally paid for from public funds through hospital budgets. Our respondents support continued public payment for hospital services, and so this would not change. However, much of this care can now be delivered outside hospital walls. Because services provided by non-physician providers (e.g., nurse practitioners) outside of the hospital setting are not required to be insured under the terms of the Canada Health Act, these shifts can result in the de-insuring of many services now covered by medicare.
One striking example is the role of mental health within the publicly funded system. Much of this care had been delivered within provincial psychiatric hospitals. As care shifted to the community, mental health has often fallen through the cracks. Some provinces will pay for psychological counselling by physicians, but most do not cover mental healthcare by psychologists or other non-physician providers. Among our respondents, only 51% wished full coverage for psychological counselling by physicians; this dropped to 30% if the service was performed by non-physicians. At the same time, it is becoming clear that untreated or under-treated mental health problems are major causes of mortality and morbidity, and various studies have repeatedly called for improvements (World Health Organization, 2001b ; Global Business and Economic Roundtable on Addiction and Mental Health 2004). Our results suggest that the place of mental health needs urgent discussion and clarification as to the rationale among a sizeable proportion of providers for opposing such coverage.
Certain Services Currently out of Medicare
Medicine is not static, and innovation must be dealt with. We asked about certain services, not required to be funded, which could be categorized as either innovative or elective/unproven.
Innovative Services
As shown in Figure 3 , there was some support for having a mechanism to include: experimental medical treatments; genetic test for adults (disease propensities); genetic test for prenatal screening. As technology advances, it seems essential to retain some flexibility in the ability to move these services "in" once they are deemed "medically necessary." Presumably, although we did not ask specifically, decisions about inclusion could be linked with evidence-based decision-making and other forms of technology assessment.
Elective/Unproven Services
In contrast, there was very little support for fully funding a second group of services characterized as either elective (i.e., medical, but voluntary) or unproven, which include: invitro fertilization; cosmetic surgery; complementary /alternative therapies; complementary/alternative providers (see Figure 4 ). However, a significant minority did support partial coverage for these services. We interpret this as highlighting the tension between a "consumer-driven" and "evidence-based" approach to determining public payment.
Additional Services That Might Be Added
There was fairly strong support for extending full public payment to certain services that are not currently required to be insured, which include: immunizations (e.g., polio, mumps, measles); palliative care at home; telephone-based advice from doctor(s); telephone-based advice from nonphysician provider; transportation by ambulance for emergency care (see Figure 5 ). Little distinction was made between having telephone-based services provided by physicians and non-physicians. The Romanow (Commission on the Future of Health Care in Canada 2002) Thus, there appears to be some justification for moving debate into action and incorporating these services into the medicare basket of services.
Site of Care Matters
As noted above, the Canada Health Act currently guarantees universal coverage with no co-payment for all medically necessary services delivered in hospitals but does not extend this same guarantee to these same services delivered outside of the hospital walls. Health reformers often argue that these services should be treated in the same way, regardless of where they are located (National Forum on Health 1995). However, the results supported the view that the site of care matters when it comes to views about full public payment. We asked about provision of a number of the same services (day surgery, diagnostic services, laboratory tests, professional rehabilitation) in different locations: hospital ( Figure 1) 
Private Clinics
Support for full public payment drops sharply when we ask about delivery in a private clinic (Figure 6 ). Compared to responses for the same services within hospitals (Figure 1) , there was stronger support for some form of co-payment for these services; indeed, approximately 20% of the respondents indicated that they did not think private clinics should receive any public payment.
In the Home
We also asked about home-based delivery of several services that would be paid for if delivered in hospital -nursing, medical supplies/equipment and professional rehabilitation services (see Figure 7) . Unlike the views on services delivered in private clinics, most respondents wished to ensure at least partial public payment for such services, even when delivered in the home. However, there was support for some form of co-payment at home, but not in the hospital. (See Figure 1 and Figure 7 .)
Drug Coverage
Pharmaceuticals are a large and growing sector of healthcare. Currently, pharmaceutical costs (at 14.9% of total health expenditures now exceeds costs for physician services (at 13.6%) (Canadian Institute for Health Information 2002) . Again, the Canada Health Act requires full coverage for prescription drugs only if these are given in hospital. Figure 8 demonstrates that the majority of respondents support full public payment for in-patient prescription drugs but not for out-patient prescription drugs. Support does exist for limited coverage of out-patient prescription drugs, which is compatible with the recommendations made in the Romanow Commission's final report (Commission on the Future of Health Care in Canada 2002) and the Kirby report (Standing Senate Committee on Social Affairs Science and Technology 2002b). There is little support for non-prescription drugs (on the same order as support for CAM), although there is some "consumerdriven" support for partial coverage. (See Figure 8 ).
The issue of where pharmacists fit into the healthcare system was also very contentious. There is some support for seeing pharmacists as health professionals, with responsibility for better disease management and monitoring/ counselling (re medication). However, a minority of respondents support fully funding this role, although many appear willing to see at least partial payment. Further debate is clearly needed about the role of pharmacists: Are they private business people or healthcare team members?
Support for Long-Term Services
Individuals do not require only acute care. We asked about services offered on a long-term basis (e.g., institutional care) and about prevention/maintenance services often used to support individuals in their homes (see Figure 9 ). Our respondents felt that such services differed from those being fully funded under Canada Health Act terms and conditions. Overall, the consensus was that long-term care in institutions and home-based personal support services should involve user fees, although some groups (e.g., nurses and the Medical Reform Group) supported full public coverage. It is noteworthy that patterns of support for funding institutional care in long-term care facilities closely resembles views on paying for home-based personal support services; respondents feel that costs should be shared between the public and recipients of care. Similar patterns are evident for homemaking, supportive housing, community support (e.g. meals on wheels), adult day programs, transportation to receive care at an out-of-region centre, respite support for family caregiver and stipends to family caregiver, with variations in how respondents wish to balance public and private funding. Indeed, for some of the more social services, a sizeable minority rejects any public role, and very few wish full public payment. (See Figure 9. ) These results support the decision by policymakers not to try to include these services within Medicare, but to seek parallel programs with different terms and conditions. It is worth noting that the federal government has already acted on implementing some caregiver support; starting January 2004 (Department of Finance Canada 2003) an employment insurance compassionate family care leave benefit will entitle eligible individuals to care for their "gravely ill or dying child, parent or spouse" while receiving employment insurance benefits, assuming that provincial/territorial governments agree. Certain provincial governments are also examining home supports and expanding nursing home capacity.
Disease Prevention Services
It has been recognized both nationally (Commission on the Future of Health Care in Canada 2002 ; National Forum on Health 1997b; Standing Senate Committee on Social Affairs Science and Technology 2002b) and internationally (Glouberman 2001; World Health Organization 1984; ) that measures such as disease prevention contribute greatly to health and well-being. (We did not ask about health promotion in this question.) Within healthcare, there was strong support for immunizations, but not for travel health (possibly on the grounds that those who could afford foreign travel could pay their own way) (see Figure 10 ). There was also minimal support for expanding support to dental services, for either restorative work (e.g., fillings) or prevention/checkups. One might argue that a number of these decisions exemplify "penny wise/pound foolish" policymaking. Poor dental health is associated with considerable morbidity and may lead to other diseases (Health Canada 2004) . The travel health decision seems even harder to defend, since imported diseases can be extremely expensive to Canadians.
POLICY IMPLICATIONS OF OUR FINDINGS
Many different factors influence the direction of healthcare reform including economic factors (the need to be more cost-effective), technological and pharmaceutical advancements (allowing for less invasive treatment outside of institutions), fiscal concerns (balancing budgets and the decisions how best to allocate funds among both governmental priorities in general and between healthcare priorities specifically) and political factors (the distribution of power and who gets to decide). For many others, healthcare policy has spoken to the need to shift from hospital-based care to the delivery of care in the community and the home.
An ongoing dilemma is why this shift in care has been so difficult to achieve. Although bed numbers have dropped (Canadian Institute for Health Information and Statistics Canada 2001), pressure on hospitals has remained intense. Our results demonstrated one potential reason why -the vision of many policy elites is still heavily linked to the current system of acute care delivery in hospitals by physicians. This cannot fully be written off to "vested interests." Clearly, healthcare providers believe that the services they offer are important and wish to ensure that they are funded. Yet, this belief does not necessarily translate into a desire for universal public funding. Indeed, to the extent that government controls costs, it may translate into a desire for allowing user charges; a proportion of our respondents tended to support such co-payments for physician and other ambula- tory services. In addition, respondents gave answers for a list of 48 services, most of which would not be provided by their group. In addition, the business respondents were not providers at all, although they might be expected to pay for some care not provided universally.
The extent of consensus was accordingly striking. We found strong support for in-hospital care and resistance, across all groups, to similar services in private clinics. In addition, there is almost no support for full funding for home-based services, particularly if these involve non-medical care. It appears that this preference incorporated both the privileged character of hospital-based care (since support was lower for similar services at home or in private clinics), as well as the ongoing controversy about the advantages and disadvantages of for-profit delivery (Deber 2004) .
What this survey has brought to the foreground is a discrepancy between current policy directions and the views of policy elites, including health providers and business. It is well recognized that, as technology enables care to shift from hospitals to home and community, "passive privatization" can result. To that end, both Romanow and Kirby have called for ensuring that coverage follows services, rather than location. However, a large proportion of our respondents do not fully agree. This may explain why reform has largely "stalled," as implementation has moved to expert panels and other consultation mechanisms, and away from the views of the public and experts, as solicited by the Romanow and Kirby processes.
Much of the current "debate" is mired in discussing issues where consensus already exists. In our view, the debate of what should be "in" and "out" of medicare needs to move on. Our findings suggest the need to examine and clarify areas where disagreement is evident. However, it also identifies areas where paths are clear and action is overdue.
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